SUMMARY Two hundred and twenty eight deprived children were compared with a matched sample of more endowed children living in the same urban area. Both groups were served by the same experienced primary health care team. The deprived group had a significantly higher number of general practitioner consultations and admissions to hospital (aged under 5) and a significantly higher recorded prevalence of mental and psychological disturbance (aged 5-15). Accident and emergency attendances were significantly higher for the deprived group throughout childhood, as were non-attendances for medical care appointments. The deprived group had much worse rates of immunisation and significantly later immunisations; practical measures subsequently adopted to improve this uptake of immunisation are described.
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Low social class has long been associated with comparatively poor health and low uptake of preventive care. The Black report attributed this to a self perpetuating cycle of socioeconomic deprivation, and the first objective of the report's recommendations was to give deprived children a better start in life.'
Our practice has consistently tried, in an unstructured way, to provide equal health care to patients of different social backgrounds. To 
Results
Morbidity. (Table 1 ). There were no significant differences between the deprived children and controls as far as recorded serious physical illnesses and consultant referrals were concerned. Mental or psychological afflictions were much more prevalent among deprived children than controls, particularly in the 5-15 age group where the ratio was almost 5 to 1. The most common items were non-accidental injuries, social/emotional problems associated with parental inadequacies, and behavioural problems (Table 2) .
Admissions to hospital were three times as high for the deprived-children aged under 5 as for their controls, but there was no significant difference in the 5-15 age group. Casualty attendances by deprived children were about twice as high as controls in both age groups. Compared with the controls, general practitioner consultations for the deprived group were 50% higher for those under 5 but 20% lower for those 5-15. (Table  3) . About 86% of deprived babies were presented for the first triple immunisation, but the proportion declined to about 60% by the third triple immunisation and less than 50% for the booster ( however, those under 5 showed a distinct improvement compared with those 5-15. The 1984 national rates of immunisation4 for diphtheria, tetanus, and polio were 84%,4 which compared with 61% for our deprived children aged under 5 and 97% for their controls. Corresponding figures nationally, for our deprived children, and for our controls for pertussis were 52%, 44%, and 87% and for measles were 56%, 39%, and 69%, respectively.
Median immunisation dates from birth were significantly later for deprived children. For those aged 5-15 this time lag in median dates varied from seven to 22 weeks for various immunisations. For those under 5, however, compared with those 5-15, not only did the median dates of the controls improve (except for measles) but also the time lag for the deprived children of two to four weeks for the various immunisations was considerably smaller.
Discussion
Our survey data together with 1981 census statistics4 give the following broad picture of the typical Blue Hall estate deprived child. There is roughly a 60% chance that his father is unemployed and over a 50% chance that the family is of social class IV or V. Likewise, there is a 50% chance of his having three or more siblings or alternatively a 10% chance that he belongs to a single parent family. There is over a 40% chance that his mother suffers from or has had at least one mental or psychological ailment and a probability that she is worse than her more endowed control on all other morbidity criteria. There is a 90% chance that one parent smokes and almost a 50% chance that both do. The family lives in crowded deprivation amid poor surroundings, has a poor diet, consumes a fair amount of alcohol, and almost certainly has no telephone or car. Within that setting it is not surprising that the children reflect the high morbidity, high rate of non-attendance, and low uptake of preventive care of their elders in this deprived community.
Deprived children under 5 had a significantly higher number of admissions to hospital and general practitioner consultations than their controls (their consultant referrals are understated because consultant attention in hospital was not included). These differences may be attributed partly to the generally poorer health of heavier smoking deprived mothers during pregnancy and thereafter and partly to the deprived smaller infant's adverse environment, which may include cold, poor diet, over crowding (inducing cross infection), lack of hygiene, and parental inadequacy or neglect. Sick, small babies in poor social circumstances are returned to hospital more promptly by general practitioners even for fairly minor degrees of illness.
It is interesting that, in contrast with those under 5, deprived children aged [5] [6] [7] [8] [9] [10] [11] [12] [13] [14] [15] had 20% fewer general practitioner consultations than their controls and that their number of admissions to hospital was not significantly higher. One possible reason is that recurrent illness in infancy may confer a measure of immunity and hardiness later in childhood. A more likely explanation is that deprived children do not receive medical attention as often as they might, evidenced by their much higher non-attendances for medical appointments; thus some morbidity goes unrecorded. The higher morbidity associated with deprivation returns later in life.
Mental disturbance among deprived children is hardly surprising, for parents unhappy amid the pressures of crowded deprivation will spin off behavioural problems onto their children. Contributory factors may be family 'rows' and instability, excessive noise and stress, poor recreational facilities, and inability to get away on holiday. Nonaccidental injuries tend to be commoner in lower social classes.5 A Newcastle study found that lower social class among children was associated with lower intelligence quotient, more borderline and educational subnormality, and more behavioural problems. 6 The poor environment of deprived children undoubtedly contributes to their high casualty rate. Perusal of hospital casualty slips suggests that many of their home accidents result from hazards unforeseen or unheeded by parents, together with difficulty in supervising large families, while lack of suitable space to play inside and outside the home results in hazardous street activities.
Rates of immunisation showed the biggest disparity between deprived and endowed children. We attribute the poor state of the deprived group almost entirely to default rather than to ailments when immunisations were due. This results partly from the apathy of parents in the deprived group and partly from distrust: the anti-immunisation lobby with its banner headlines has had greatest impact on uninformed parents of low education and intelligence. The effect of the anti-pertussis campaign is evident in both groups of older children but is clearly diminishing in those under 5. More deprived children and controls are receiving immunisations and at earlier median ages, and the deprived children seem to be catching up somewhat on the controls, although they are still well behind.
Morbidity associated with deprivation will continue while that deprivation exists 
